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INDIVIDUAL CARE PLAN - DEVELOPMENTAL DISABILITIES 
NORTH DAKOTA DEPARTMENT OF HUMAN SERVICES 
DEVELOPMENTAL DISABILITIES DIVISION
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SECTION I.  CLIENT INFORMATION
SECTION II.  DD HCBS WAIVER SERVICES
Approved DD HCBS Waiver Services
Service
Service Provider
Provider Number
Unit Rate
Units per Month
Cost per Month
Total Cost
SECTION III.  OTHER AGENCIES/INDIVIDUALS PROVIDING SERVICES
SERVICE
PROVIDER
SERVICE
PROVIDER
SECTION IV.  GOALS
CLIENT-STATED GOAL
DATE GOAL ESTABLISHED
DATE GOAL COMPLETED
CONTINUED
COMPLETED
NO LONGER APPLICABLE
SECTION V.  SIGNATURES
Department of Human Services Appeals Supervisor 600 E Boulevard Ave - Dept 325 Bismarck ND  58505-0250 Email: dhslau@nd.gov
Effective Date of Plan
Six-Month Review - No change in plan, services will continue as agreed upon.
Effective Date of Plan at Six-Month Review
A typed signature is legally binding and equivalent to a hand written signature.
DISTRIBUTION:   Original - Client's Case File    Copy - Client or Legal Representative   Copy - Within 3 days of completion forward to Developmental Disabilities/HCBS
6.1.0.20150515.1.919161.918415
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